
WELCOME TO OUR OFFICE 
Mark A. Thompson, DDS,MS 

 

Patient Information 

 

Patient’s Full Name: Nickname:  

Date of Birth: Age: School:   

Physical Address 

City, State, Zip 

Home #:  Work #:  Cell#:  

If patient is a minor, give parent or guardian’s name: 

How did you hear about our office? 

 

Responsible Party Information 

Full Name: Nickname:  

Physical Address: 

City, State, Zip:                                                                                                             How long at current address:  

Mailing Address:                                                                                                        City, State, Zip: 

Previous Address (if less than 3 years): 

Relationship to Patient: Date of Birth: Social Security #: 

Employer: Occupation: # Year Employed: 

Home #: Work #: Cell: 

MARITAL STATUS:                  Married                Divorced                 Single                Separated 

Spouse’s Full Name: Nickname: 

Relationship to Patient: Date of Birth: Social Security #: 

Address (if different): 

City, State, Zip: 

Employer: Occupation: # Year Employed: 

Home #: Work #: Cell #: 

 

Insurance Information 

 

Subscriber’s Name: Date of Birth: 

Social Security#: Group #: Insured’s Employer: 

Insurance Company Name:                                                                                                  Phone #: 

Address:                                                                                                                                   City, State, Zip:  

Do you have dual coverage:       Yes      No          If Yes, Please continue. 

Subscriber’s Name: Date of Birth: 

Social Security#: Group #: Insured’s Employer: 

Insurance Company Name:                                                                                                    Phone #: 

Address:                                                                                                                                     City, State, Zip:  

Effective Date:____________   Deductible $:________  Percentage:______    

 Contact Name:_____________________ 

Limit/Max: $____________  Adult Age Limit:_______   Dependent Age Limit:_______   Amount Used:___________ 

FOR 

DOCTORS 

OFFICE 

USE ONLY. 

Payment Method:  AUTO/MANUAL   =   Monthly / Quarterly / Bi-Annually / Annually / At End of Treatment 

 

 

Emergency Information  

Name of nearest relative not living with you: 

Address:                                                                                                                            Home #: 

City, State ,Zip:                                                                                                                  Relationship to Patient: 

 

✦        ✦        ✦        ✦        ✦        ✦ 

 

This office reserves the right to verify the credit status of potential patients and/or parents of patients before 

extending credit for treatment fees and may, at the discretion of the office, use the services of a credit 

reporting service. 

 

S ignature (Parent’s s ignature, if  m inor):                                                                     Date: 

 

 

 

 



WELCOME TO OUR OFFICE 
Mark A. Thompson, DDS,MS 

Who is your child’s current dentist 

Date of last cleaning and/or checkup? 

 

Has your child ever been evaluated for orthodontic treatment? 

 

Doctor’s name Date of treatment 

 

Have there been any injuries to the face, teeth, mouth or chin? 

 

   If so, explain  

 

Has your child exhibited any of the following habits/conditions? 

 PAST 

HABIT 

 CURRENT 

HABIT 

  PAST 

HABIT 

 CURRENT 

HABIT 

Thumb sucking     Lip biting    

Finger sucking     Nail biting    

Mouth breathing     Grinding of teeth    

Tongue thrusting 
 

 
 

 Snoring 
 

 
 

 

Has your child experienced jaw popping or has their jaw ever locked? 

Does your child have frequent headaches? 

Is your child still growing taller? 

Has menstruation begun? (girls) 

Is your child under the care of a physician? 

     If yes, physician’s name  

 

Please list all the drugs/supplements your child is taking and for what purpose. 

 Drug / Supplement  Purpose 

1.    

2.    

3.    

4.    

 

Please list the drugs to which your child is 

allergic: 

 

Does your child have a heart condition/murmur requiring antibiotic coverage for 

dental work? 

 

Has your child had their tonsils or adenoids 

removed? 

 

 

Has your child had or currently have any of the following medical problems?  

Rheumatic Fever Yes No Diabetes Yes No 

Asthma Yes No  Hepatitis/Jaundice Yes No 

Sinus infection Yes No HIV / AIDS Yes No 

Heart trouble Yes No Glandular disorders Yes No 

Allergies  

To: _____________ 

Yes No Other Medical 

conditions not listed 

 

Yes 

 

No 

 

If yes, explain  

 

 

I understand the information given is correct and will be held in the strictest confidence, and that it is 

my responsibility to inform this office of any changes in my child’s medical status. 

 

Parent’s 

S ignature 

 Date:  

 

 


